such as “You mean to say, doctor, that you think
this test might help my child, but it’s against the
law even if I want to pay for it out of my own
pocket.”™ Locally agreed protocols are more likely
to be effective, but as Dr Jenkins points out these
may be based on anecdotal evidence and personal
experience.

Apart from difficulties in drawing up protocols,
other problems with protocols which will need to
be addressed are their implementation (perhaps
information technology will fulfill its promise in
this respect), the long term assessment of their
effectiveness, monitoring adherence, and the
continuous medical effort that will be required to
update them. Under whose responsibility will
these fall?
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Childhood diabetes and
material deprivation

SIR,—Mr Y J Crow and colleagues reported that
the incidence of diabetes mellitus in children was
higher in the deprived areas of northern England.'
We have examined the relation between incidence
and deprivation in Scotland (1977-83) using a
measure developed by Carstairs and Morris’
and taking account of urban-rural differences
in incidence.’* Qur results will be published
elsewhere,” but we have reanalysed the data to
present them in the same format as table II in the
paper by Crow and colleagues.

Our results are contrary to the findings of the
Newcastle team—the incidence of diabetes in
Scottish children has decreased in the most de-
prived areas. However, this finding was confined
to the urban areas, and there was little relation with
deprivation in rural areas. One explanation which
we have postulated is that Carstairs and Morris’s
score underestimates deprivation in rural areas.*

There were only minor methodological dif-
ferences between the studies. The deprivation
score we used has three factors in common with the
Townsend index (unemployment, car ownership,
and overcrowding) but the fourth factor in Carstairs
and Morris’s score is low social class, whereas
Townsend’s fourth factor is home ownership. We
used postcode sector as the geographical unit
whereas Mr Crow and cojleagues used enumeration

district. It is unlikely that these differences can
explain the contrasting findings. Both studies were
large, and both have validated the completeness of
ascertainment.

It would be useful if Mr Crow and colleagues
could assign urban or rural codes to each enumera-
tion district to see if the relation with deprivation
was consistent in urban and rural areas.

Other studies that have examined the relation
between incidence and social class have produced
conflicting results. One small British study sup-
ported the findings in Scotland, but another
produced equivocal results."” A recent Swedish
study reported findings in keeping with those of
the Newcastle group.*
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Deprivation indices

S1R,— There has been much discussion recently on
the relative merits of different deprivation indices.
Three such indices—the underprivileged area
score,' the Townsend index,’ and the Carstairs
index'—are similar in that they are all based on a
combination of several socioeconomic variables,
taken from the 1981 census, which are (variously)
standardised and transformed and weighted. The
underprivileged area score was developed as a
measure of the potential workload or pressure on
the services of general practitioners; the Townsend
and Carstairs indices were developed as measures
of material deprivation. The Townsend and Car-
stairs indices each include four variables related to
material deprivation; the underprivileged area
score includes similar variables plus four others
(elderly living alone, single parent families,
mobility, and ethnic groups) that general practi-
tioners, in a national survey, thought were also
relevant to their workload or pressure on their
services.

The Townsend and Carstairs indices seem
to correlate more strongly with standardised
mortality ratios than the underprivileged area
score,’ which correlates more strongly with infant
mortality.® For the electoral wards of England and
Wales all three indices intercorrelate strongly

Age and sex standardised incidence of childhood diabetes in Scotland (1977-83) by categories of deprivation index

Population aged under 19 (000) No of cases Incidence
per 100 000
Category Boys Girls Boys Girls (95% confidence interval)
1 (most deprived) 122-3 1179 139 129 15-8 (13910 17:7)
2 1220 116-9 159 141 17:9 (15-8 10 19°9)
3 123-0 118-2 202 173 22:2(20-01024-5)
4 122-1 115-1 199 199 24:0(21'7 10 26°4)
S 123-5 116-8 220 173 23-4(21-11025-8)
6 (least developed) 123-2 116:9 203 188 23:3(21-01025+6)
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(correlation coefficients of about 0-85): about three
quarters of wards that are more than one standard
deviation above the mean of the underprivileged
area score and the Townsend index are common to
both indices.

We consider it to be important that areas of
deprivation and of increased workload or pressure
on the services of general practitioners should be
identified to help concentrate limited resources for
health (and other) services in these areas. That is
why we are concerned to point to the common
conclusions that emerge from the use of all three
indices. As statisticians are never likely to agree
among themselves on the structure and derivation
of the perfect index endless discussion of the
differences among the indices is unlikely to be

‘productive. These measures may be refined further

when additional data become available on a uniform
basis. In the mean time more effort should be put
into using the indices for the purposes for which
they were developed and less into dissecting out
the fairly small differences among them.
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Psychological therapy in the
NHS

SIR,—The issue of who should provide psycho-
therapy or counselling in its various forms' is less
urgent at present than the issue of who should
provide the resources for it.

Training in communication skills, which would
include counselling, should be part of the training
of every doctor because such skills are an essential
element of everyday practice. That is a long step
from suggesting that doctors should be the main
providers of counselling.

The behavioural psychotherapies have been
developed as clinical interventions largely by
doctors, but, regrettably, most practitioners have
little or no training in them. There is a powerful
argument for ensuring that all doctors have some
education in behavioural methods and that some,
such as general practitioners and psychiatrists,
have more specific training. Again, this does not
imply that doctors should be the main providers.

The dynamic psychotherapies have always been
practised by a small minority of practitioners, and
it would be unreasonable to expect more people to
provide them even if the evidence of efficacy was
more persuasive. Cognitive therapy, which some
regard as common sense enriched by behavioural
method, is of proved value. Other talking therapies
are perceived by many as effective and helpful.
Knowledge of some or all of these techniques is of
value to medical practitioners if for no other reason
than that it increases their understanding of
themselves and of the people with whom they
work.

523



